centre of gravity to the left. This displacement of the trunk is usually explained as an effort either to relieve the affected side from weight transmission or to prevent stretching of the irritated nerve. Less commonly the trunk may list to the same side as the affected nerve-homolateral scoliosis-and is then explained as being due to an extension of the inflammatory process to a higher level, resulting in radiculitis and spinal muscle spasm. In both forms of sciatic scoliosis it is a matter of great difficultv to get active correction of the deformity; it is usually impossible. Cases have been recorded in which the deformity, at first contralateral, has changed, after some days or weeks, to the homolateral type. The explanations given for scoliosis in sciatica do not appear entirely satisfactory, in view of: the condition which is reported in this paper, and was first described by Remak in 1891 under the title of "alternating sciatic scoliosis." In this the direction of the list can be varied at will by the patient. Three cases of this condition have been seen by the present writer, two of which are illustrated in this p.iper. The first of these was in a muscular labourer, aged 36, wbo developed leftsided sciatica after heavy lifting. The habitual displacement of the trunk was to the right, but could be varied at will by the patient to the left, though this was less comfortable. In fig. 1 these two positions are shown. Of the second case a more detailed photographic study was made with a moving-picture camera and it is the resulting film that forms the basis of the present demonstration.
Case II.-A housewife, aged 30, while riding in a motor car which passed quickly over a severe irregularity in the road, was badly jarred. There followed severe pain and stiffness in 30l 426 the lower back and right buttock. A list of the body to the left developed which the patient discovered she could vary to one to the right. This latter position, however, caused her more pain, with tingling in the right thigh and foot. Four months later she was brought to hospital; at this time she was only comfortable when recumbent. Examination on admission revealed a typical right-sided sciatica with contralateral scoliosis which, by a peculiar contortion in slight spinal flexion, could be snapped over to the opposite side. The former position was, however, the more comfortable and was retained in recumbency. The site of maximum pain was referred to the right sacro-iliac joint, the sciatic nerve was tender but the ankle-jerk was normal and there was no sensory disturbance. Lasegue'A sign was positive. The right knee was held flexed and the patient stated that the right lower extremity felt to her longer than the left. When the homolateral list was assumed, the left fig. 4 (p. 32), and they suggest that the displacement to the right commences at a higher level than the contralateral left-sided displacement. A study of the skiagrams shows that there is very little difference in the relation of the fifth lumbar vertebra to the sacrum in either type of displacement. Possibly the contralateral curvature is a means of opening up the lumbosacral intervertebral foramen on the side of the sciatica, and so allow more room for the fifth lumbar nerve-root. The former is notoriously small, and the latter large. The homolateral curve is not the mirror image of the contralateral, but is a form of compensating curve that has its axis at a higher vertebra in the lumbar series. Is it possible that in the study of the phenomena of sciatica the movements of the dural sheaths within the spinal canal and foramina are as important an aetiological factor as movements of joints and contractions of muscles, subjects to which so much more attention has been paid? I A married woman, aged 45, somewhat obese, had complained of pain in the lower back and right buttock for six years. The pain radiated down the right leg to the ankle. The left hip had usually been prominent, but recently she had noted that sometimes the right hip had projected. When examined on two occasions there was a definite tilt of the spine towards the right. X-ray examination showed narrowing of the disc between the fourth and fifth lumbar bodies, but with clean, somewhat sclerosed, adjacent surfaces of these bodies, and no sign of tuberculous infectionr. A blocked leather corset gave comfort, but not complete relief. Although the patient's story of the alternation of the spinal tilt was doubted, a subsequent examination of the spine showed the tilt to be in the opposite direction, i.e., to the left, away from the painful side. The neurologist reported that the pain was referred principally down the second and third lumbar nerves, although the lesion seen in the skiagram was at a lower level. With some hesitation a manipulation of the spine was performed, with decided benefit to the patient. It is as yet too early to express an opinion as to the permanence of the improvement. In this case there appears to have been a definite alteration in the direction of the spinal tilt, though not with the dramatic suddenness demonstrated by Mr. Capener. (2) Removal of inhibition and sphincteric spasm in alimentary, anal and bladder diseases. (3) Production of vaso-dilatation in (a) vaso-spastic diseases; (b) vaso-degenerative diseases; (c) conditions not due to arterial disease in which increased blood supply is beneficial.
Poliomyelitis falls into the last group.-Cause of poor blood supply uncertain; 2 lack of function; ? upset of some reflex; ? paralysis of vaso-dilators. Two problems arise, both of which may be treated by operations on the sympathetic: (1) The cold, blue limb, which develops chilblains, sores, or even deep ulcers every winter, often stopping treatment and requiring patient to be confined to bed. (2) The limb with considerable and rapidly increasing shortening. Sometimes these limbs show a fair return of power, and were it not for the heavy boot made necessary by the shortening, the patient could be made to walk well.
Method of attack.-(1) Periarterial sympathectomy; (2) ramisectomy; (3) ganglionectomy. Physiological basis of each. Criticism of (1) and (2).
Details of the operation for ganglionectomy.-Alternative approaches and their advantages. The immediate and late results of the procedure.
Five cases discussed briefly.
The surgery of the sympathetic system is not new. For more than thirty years Continental surgeons, chief among them Jaboulay Jonnesco, and Leriche, have been interested in the subject, and have explored many avenues, the majority of them blind alleys. But sympathetic surgery as a science, based upon an exact knowledge, proceeding upon planned lines, and checked by careful observation, is very new, and it is satisfactory to reflect that three of the chief names in this revival are those of British workers, Hunter, Royle, and Learmonth. It is comforting too to remind ourselves that the resurrection of sympathetic surgery started with orthopedics.
All of us can remember the tremendous impression that was made in the scientific world by the first papers of Hunter and Royle in the Australian Medical Journal of 1924, an impression that was increased shortly afterwards when Hunter's more
